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Introduction

India is going through a demographic transition with a fall in 
fertility rate and increase in life expectancy. A positive side of  
this is rise in working class thereby decrease in dependency ratio. 
Soon, we will face another challenge with a rapid increase in the 
number of  aged and the associated health and social issues, as 
large bulk of  population will move from working ages to old ages, 
thereby increasing the old age dependency.[1] Under this context, 
we should revisit the old age program in India to foretaste our 
level of  preparedness in embracing this challenge.

Demographic Pattern of Elderly in India

Across the world, the population of  the aged is increasing at a 
rate much higher than (1.9%) the total population growth (1.2%), 
and is expected to increase further.[2] India’s population stands 
at 1.21 billion as per the 2011 census.[3] In 2008, the geriatric 
population in India was 90 million which was the second largest 
in the world, next to China.[4] The population share by the 
aged increased from 5.3% in 1973 to the current level of  8%, 
thanks to the progress in the fields of  female literacy and public 
health[5,6] that acted as a leverage in the decline of  fertility rate 
and increase in life expectancy. The proportion remains more 
or less similar in rural and urban areas with 8.1% and 7.9%, 
respectively. Among the states, the proportion lies between 
7% and 10%, except in Kerala that has the highest proportion 
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of  elderly (12.6%). One in every eight individual in Kerala is 
aged over 60 years,[7] a trend that can be attributed to the state’s 
social development. Another noticeable leaning is the growing 
feminization of  aging in India as there are 0.7% more women 
than men in the elderly age group,[5] primarily because of  the 
differential mortality pattern between men and women.[8] Nearly, 
two‑third of  the elderly women are widows whereas only 22% 
of  the elderly men are widowers.[9]

Issues Faced by Elderly

Social
With globalization and economic development, more number of  
youth are migrating in search of  better employment, educational 
or economic opportunities,[10] leaving elderly behind to fend for 
themselves. Similarly, the age‑old joint family system in India is 
undergoing various stresses and strains, leading to its gradual 
disintegration, which will have a greater implication on the life 
of  elderly, given that the joint family has been the essence of  
social security for elderly care in India since antiquity.[11] Currently, 
the economic security of  elderly is based on self‑earning and 
savings, support from the extended family, primarily children, 
and support from the state. With the exception of  those in 
the government sector, in India, old age is not synonym with 
retirement age, a time to enjoy leisure with family and friends. 
A large proportion of  economic security comes from self‑earning 
and savings. Nearly, 90% are dependent on informal sectors 
such as agriculture, business, and wage work, and only 29% have 
pension and renting property as a source of  income. Those who 
are drawing pension from organized sector forms a meager 10%. 
In rural areas, elderly are primarily involved in agriculture and 
animal husbandry whereas in urban area, they are more drawn in 
family business and salaried activities. As the age advances, the 
labor force participation decreases and the dependence on the 
family and state increases. Gender difference is noticed among 
the dependents, as more number of  women are dependent than 
men. The old age dependency ratio in India currently stands at 
13% and is expected to become 20%.[12] Studies have shown 
that nearly 58% of  the elderly women and 45% of  the elderly 
men are dependent on rural areas, with an average monthly 
expenditure level between Rs. 420 and Rs. 775, mainly for food, 
clothing, and health care, whereas in urban areas, it is 64% 
and 46%, respectively, incurring an average monthly per capita 
expenditure between Rs. 665 and Rs. 1500. The dependency 
ratio is found to be high among women and the difference 
in ratio between men and women is increasing over the years. 
One of  the reasons for this is the large proportion of  widows 
in the elderly age group because of  the prevalent practice of  
men getting married to women of  much lower age.[7,9,13] The 
life expectancy of  women is much higher vis‑a‑vis men. This 
could also attribute to the high dependency ratio among women. 
Among men who are economically dependent, more than 90% 
are living with one or more dependent, whereas only 65% of  the 
elderly women are living with one or more dependent. Abuse 
among elderly is common when they are economically dependent 
on the family.[14] The dependence of  elderly on family members 

is based on trust, reciprocity, and helplessness. However, they 
have been victimized in their own homes. Studies have shown 
that nearly 25% of  the crimes against elderly are committed by 
their own family members, particularly by sons, daughter‑in‑laws, 
neighbors, servant, etc., causes being land and property dispute, 
caste rivalries, and rural factionalism.[15]

Medical
A familiarity with the medical profile of  the elderly is essential 
for planning and implementation of  policy related to healthy 
old age. Certain diseases are more common among elderly 
than among the youth. Studies have identified hypertension, 
cataract, osteoarthritis, chronic obstructive pulmonary 
disease  (COPD), ischemic heart disease, diabetes mellitus, 
benign prostatic hypertrophy, upper and lower gastrointestinal 
dysmotility (dyspepsia and constipation), and depression as the 
common diseases among older patients that account for nearly 
85% of  all the diagnosis among elderly.[16] Infectious diseases 
in elderly have a high prevalence of  mortality and morbidity.[16] 
Due to age‑related physiological changes and alterations in host 
defenses, they are more prone to infectious diseases, though the 
clinical manifestations are subtle and nonspecific. Hypothermia 
is one of  the most common symptoms among elderly than 
fever. Studies found that fever will be absent in 20–30% of  the 
elderly harboring serious infection. Elderly are vulnerable to acute 
diseases just like any other age group. However, the probability of  
manifestation being severe is higher among elderly. Study looking 
into the cost of  acute respiratory infections showed that cost of  
care was highest among the hospitalized elderly aged 65 years 
and above than any other age group.[17]

Tuberculosis is emerging as an important disease among elderly, 
and more than 90% of  them are endogenous in origin.[18] One 
of  the biggest problems that are faced by clinicians while 
tackling tuberculosis in elderly is the inability to get the accurate 
account of  the symptoms. There is a tendency to attribute their 
symptoms to old age. Abnormal mentation is the most common 
symptom noticed among elderly than fever, cough, hemoptysis, 
etc. Tuberculosis‑related mortality was 20% among elderly as 
compared to 3% in younger age group.[19] COPD is one of  the 
most common causes of  mortality and morbidity among elderly. 
Usually, COPD patients have poor health status and quality of  
life due to the presence of  two or more comorbidities and poor 
activities of  daily living (ADL).[20]

Diabetes is becoming an emerging epidemic among the elderly 
age group.[21] Studies have shown that the age‑adjusted rates 
among elderly are much higher than expected with prevalence 
ranging between 13% and 16%.[21‑23] The prevalence of  diabetes 
increases as the age advances. Sarcopenia, decrease in lean body 
mass, increase in adiposity, shift of  muscle fiber composition 
to Type 1 which is less glycolytic, decreased physical activity, 
and obesity, all contributes to insulin resistance and lead to the 
occurrence of  diabetes. Early symptoms of  diabetes such as 
polydipsia and polyphagia are usually absent in elderly patients. 
The atypical symptoms of  diabetes in elderly include confusion, 
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fall, failure to thrive, neuropathy, coronary artery disease, visual 
symptoms, and hyperosmolar coma. Apart from the traditionally 
recognized microvascular and macrovascular complications 
among elderly, we also need to consider unique complications 
such as cognitive decline, physical disability, drug‑related 
hypoglycemia, falls, fractures, and geriatric syndrome.[21] 
Hypertension is one of  the most important treatable causes of  
mortality and morbidity among elderly.[24,25] The prevalence of  
hypertension among elderly is nearly 40%.[26] It is one of  the 
treatable risk factors of  cardiovascular diseases. The prevalence 
of  cardiovascular diseases in the geriatric population is between 
13% and 22%.[27] Anemia is another comorbidity that is highly 
prevalent among elderly. Studies have shown the prevalence 
to be nearly 40%.[28] Musculoskeletal disorders, especially 
arthritis, are a major cause of  disability and discomfort among 
elderly. The prevalence of  arthritis is quite high with studies 
showing nearly 60% of  the geriatric population being affected 
by it. They determine the quality of  life and the ability to live 
independently. Their occurrence lead to unstable gait and falls 
that are the most common causes of  elderly morbidity.[16] The 
other factors that affect the ADL include sensory impairment, 
primarily visual and hearing impairment.[29] The most common 
causes for visual impairment among elderly are presbyopia, 
cataracts, age‑related macular degeneration, primary open angle 
glaucoma, and diabetic retinopathy.[30] As the age advances, the 
cognitive functions of  the elderly also get affected. Depression 
is quite common among geriatric population. Nearly, 15% of  
the hospitalized elderly have delirium, usually attributed to the 
physiological consequences of  the medical condition. Disorders 
such as dementia usually caused by underlying nonreversible 
conditions such as Alzheimer’s and vascular trauma have a huge 
impact on ADL of  the elderly and will increase the burden on 
caregiver.[16]

Government’s Initiative toward Elderly Care

Over the years, government has launched various schemes 
with the intention of  providing health, care, and independence 
of  the elderly around the country. Year 1999 was observed as 
the International year for older persons by the United Nations 
general assembly. The same year, the Government of  India 
launched National Policy on Older persons, the primary goal 
of  which was overall well‑being of  the elderly, ensuring them a 
legitimate position in the society. It visualizes states in playing 
an active role in providing financial security, health care, shelter, 
welfare, and other needs of  older persons, such as protection 
against abuse and exploitation. Following were the highlights 
of  the policy:
•	 Special focus on elderly women to protect them from being 

a victim of  age, gender, and widowhood
•	 60+ as a phase of  opportunity, choices, and creativity rather 

than dependency
•	 Age‑integrated society to strengthen the bond between the 

young and the old
•	 Emphasizes the need for expansion of  social and community 

services for older persons, particularly women.

The policy advises strategies such as old age pension, good 
affordable health services that is very heavily subsidized for the 
poor through primary health‑care system, and the development 
of  health insurance to cater to the needs of  different income 
segments of  the population with provision for varying 
contributions and benefits. It identifies shelter as a basic need 
and thrust upon welfare measures for elderly who are poor, 
disabled, the infirm, the chronically sick, and those without 
family support. It also endorses the role of  nongovernmental 
organizations in elderly care as the state cannot provide all 
the care needed.[31] Taking cue from the policy, an integrated 
program for older persons was launched with an objective of  
improving quality of  life of  the elderly. It came up with ideas 
such as respite care homes, multi service centers, and mobile 
medical care. Unfortunately, a majority of  the ideas suggested 
remained only in paper.[32]

Countries such as Denmark have evolved greatly with respect to 
the elderly care catering to the health and the social needs. The 
Danish social service and health‑care system is based on free 
comprehensive medical and social care benefits financed by the 
government through a relatively high personal tax of  50–70% 
and a tax on goods and services of  25%. Approximately, 5.6% 
of  Denmark’s gross national product is spent on health‑care 
costs. The government assumes welfare of  the elderly. The 
government works through the local leaders who make policies 
and programs according to the special needs of  the community. 
Series of  activities are available through which care will be 
provided at their doorstep such as senior care centers, social 
voluntary where elderly help each other, geriatric hospitals, and 
departments specialized in orthopedic, general internal medicine, 
terminal care, and dementia.[33]

England is an aging society. It has a well‑established health and 
social welfare policy that responds to problems, recognizing the 
complex interaction of  physical, mental, and social care factors, 
which can compromise independence and quality of  life. Their 
National Framework for older persons is a comprehensive 
approach toward elderly care aimed at providing improved 
quality of  care, proper and adequate health‑care services, 
promotion of  healthy life styles, independence for those in old 
age, and prevention of  social isolation and social exclusion. The 
health‑care aspects are taken care through the National Health 
Services, whereas various programs and schemes are put in 
place, such as the pension scheme, carers’ allowance for the 
caregiver, meals on wheels for people who are unable to cook for 
themselves, and elderly day care centers to provide their social 
needs so that geriatric population is well‑insulated in all and is 
not left to fend for themselves.[34]

Cuba is the third world country with a rapidly aging population. 
With policies such as free health‑care system that emphasizes on 
preventive medicine, Cubans enjoy high life expectancy, with an 
average life span of  77 years, thus making it one of  the oldest 
in the Americas. Cuba has a sound “cradle to grave” health‑care 
system that is consistently supported by the government, 
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who made health care an overarching national priority. The 
constitution considers health care as a right and its delivery is the 
responsibility of  the state, with participation of  the population 
in the development and the maintenance for the system. The 
fundamental element of  Cuban health‑care facility is the family 
physician who provides comprehensive care through the 
community center. The program for elderly includes continuous 
follow‑up of  elderly and once evaluated, they are referred for 
geriatric consultations to either treat a serious disease or to 
prevent a complication. Cuba anticipated the increase in geriatric 
population in the 80s and invested heavily in geriatric programs in 
which they trained the specialists to oversee the health and welfare 
of  elderly, established national network of  social and economic 
welfare system. They have old people’s home for permanent 
live‑in, grandparents’ home for day guests, grandparents club for 
those to prefer to live at home, and eat‑in‑together for those who 
are living alone to meet their nutritional needs. Their retirement 
age is 60 and they are encouraged to remain in force as long as 
possible. Postretirement, they are encouraged to be involved 
in social action, education, and transmitting cultural tradition. 
Special briefing sessions and educational sessions are conducted 
among the families with an intension to increase respect and 
consideration for the elderly.[35]

In our institution, Rural Unit for Health and Social Affairs 
department is running six senior recreation centers with the help 
of  local community and women groups for elderly who belong 
to the lower rung of  the society. These are day care centers that 
function for 5  days a week where elderly will be involved in 
activities such as daily devotion, newspaper reading, and games. 
They will be provided with a wholesome nutritious mid‑day meal. 
Our initial studies have shown that these centers have helped 
in improving the quality of  life and nutritional status of  the 
elderly who are attending it, and the amount spent per person is 
approximately 1 dollar. This is a very simple and easily replicable 
model that can be implemented in rural India with the help of  
community participation.

The Way Forward

Population aging is considered a success of  public health policy 
and socioeconomic development. Now, the time has come to 
plan a comprehensive public health response catering to the 
needs and aspirations of  the older people.

Planning for elderly: A challenge
Planning a program for elderly is a difficult task, especially 
in a country like India, primarily due to the intricate fabric 
of  our society, the complex and diverse regional differences, 
and inter‑individual variations. For example, issues such as 
increase in pension age, elderly who are healthy and strong 
would want to continue in occupational and social activities, 
whereas those who are frail would prefer to retire at an 
early age. Provision for income security and actualization of  
economic sustainability with adequate room for good health 
and well‑being are some of  the formidable challenges faced 

by policy makers while providing care and support for the 
geriatric population in India.

Timely implementation and amendment of existing 
policy
National policy for older persons is definitely a stance taken in 
the right direction. However, timely implementation of  the policy 
with a provision for evaluation of  the process and outcome, 
thereby making timely amendments at periodic intervals, is 
equally important for the geriatric population to draw the 
maximum benefits out of  it.

The need for caregiver and elder advocacy in India
India is a developing nation and it still has a long way to go in 
maternal and child care, nutrition, etc. Our country is yet to be 
sensitized toward the need for comprehensive geriatric care 
which otherwise will get absorbed in the myriads of  problems 
our country is facing. Active campaigning and advocacy will be 
required to promote legislation, influence public policy, conduct 
research, and provide public education on a wide range of  issues 
of  concern to elders and caregivers.

Public–private partnership
Geriatric care cannot be singlehandedly managed by the 
government and public sector organizations, primarily because of  
the gargantuan numbers involved, which will only be increasing 
as the years go by. An amalgamation of  ideas and services from 
public, private, and NGOs are needed for addressing the issue 
successfully. A separate unit, similar to the Ministry of  Women 
and Child Development, should be set up to look into both the 
social and health care‑related issues of  the elderly, giving equal 
weightage to both.

Intersectoral cooperation
Population aging should not be addressed in isolation. A keen 
understanding of  the societal and familial changes that occur in 
response to the growing economic and geopolitical changes in 
the country is essential to provide an effective health, social, and 
economic support to the elderly. Expertise from various areas 
such as anthropology, sociology, economics, and health should 
be brought together to understand the complex and diverse 
societal changes and political and economic transformations that 
will help in better planning and implementation of  programs.

Program for caregivers
Any program related to elderly should involve and include the 
family or the caregiver as it still remains as the primary support 
for elderly in India. Apart from the pension scheme for elderly, 
specific programs and policies targeting the caregiver should be 
implemented. Provisions such as providing incentives, formation 
of  support groups, and training classes will be able to provide 
adequate boost and synergy to those who are primary caregivers. 
Education of  the family and community is indispensable in 
preventing social isolation of  the elderly which will help in their 
integration into the society, with dignity and respect.
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Redefining the roles of center and state
The coverage and utilization of  health care in India vary with 
states which makes the vertical approach in geriatric care less 
desirable in terms of  effective outcome. Each state, in fact, 
each district should come up with a plan regarding elderly 
care which is suitable and applicable in their respective areas 
with center acting as a facilitator and coordinator. There is a 
huge gap that exists between rural and urban India in terms 
of  knowledge and practice of  geriatric care throwing a huge 
challenge to the administrators and policy makers. Urban India 
is more aware about the needs of  elderly which is corroborated 
by the sprawling old age homes and special clinics for geriatric 
population. The needs, attitudes, and economic security in rural 
India are much different from urban areas. To address the rural 
needs, we should have programs specifically catering to them 
involving both men and women, like old age clubs, meant for 
elderly leisure, organized by the village or by the panchayat and 
elderly day care centers where they can come and spend time in 
the morning while other family members go for work. This will 
be similar to the balwadi or the anganwadi and could be easily 
run by the government. India being a patriarchal society, unless 
the program gives special emphasis on women, their needs will 
be ignored. The bottom‑top approach will help us to come up 
with programs and plans that are applicable and relevant to 
both urban and rural India. Geriatric hospitals and clinics are 
the need of  the hour for greater focus on the diseases that are 
more common among the elderly.

Promotion of social science research in geriatric care
Government should encourage social science research in the 
field of  elderly care so that we will be able to come up with 
programs and policies that will be apt for the Indian scenario. 
Indian demography is changing; our thinking and research and 
their manifestations in terms of  programs and policies should 
change along with it.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of  interest.

References

1.	 Kulkarni  PM. Demographic‑Transition in India. CSRD 
SSS, J.N. University; 2014. Available from: http://
www.censusindia.gov.in/2011Census/Presentation/
Demographic‑Transition‑in‑India.pdf.  [Last cited on 
2015 Jun 21].

2.	 Department of Economic and Social Affairs, Population 
Division. World Population Ageing: 1950‑2050. Report 
No. ST/ESA/SER.A/207. New York: United Nations; 2001. 
p. 11‑3. Available from: http://www.un.org/esa/population/
publications/worldageing19502050/pdf/80  chapterii.
pdf. [Last cited on 2015 Jun 21].

3.	 Census of India : Provisional Population Totals : India: 
Census 2011. Census of India; 2011. Available from: http://

www.censusindia.gov.in/2011‑prov‑results/indiaatglance.
html. [Last cited on 2015 Jun 21].

4.	 Irudaya Rajan  S. Demographic ageing and employment 
in India. International Labour Organisation; ILO Regional 
Office for Asia and the Pacific; 2010. Available from: http://
www.ilo.org/wcmsp5/groups/public/‑‑‑asia/‑‑‑ro‑bangkok/
documents/publication/wcms_140676.pdf. [Last cited on 
2015 Jun 21].

5.	 Office of Registrar General India, Ministry of Home Affairs. 
Sample Registration System Statistical Report 2010. Report 
No.  1. New  Delhi: Government of India; 2012. p.  11‑28. 
Available from: http://www.censusindia.gov.in/vital_
statistics/SRS_Report/9Chap%202%20‑%202011.pdf.  [Last 
cited on 2015 Jun 21].

6.	 Population Reference Bureau. India’s Aging Population; 
2012. Available from: http://www.prb.org/pdf12/
todaysresearchaging25.pdf. [Last cited on 2015 Jun 21].

7.	 Barik D, Agrawal T, Desai S. After the dividend: Caring for 
a Greying India. Econ Polit Wkly 2015;50:108‑112.

8.	 Sathyanarayana KM, Kumar S, James KS. Living Arrangements 
of Elderly in India: Policy and Programmatic Implications. 
New Delhi: United Nations Population Fund (UNFPA); 2012. 
Available from: http://www.countryoffice.unfpa.org/
india/drive/LivingarrangementinIndia.pdf.  [Last cited on 
2015 Jun 21].

9.	 Kumar  A, Anand  N. Poverty Target Programs for the 
Elderly in India with Special Reference to National Old Age 
Pension Scheme, 1995. Chronic Poverty Res Cent Work 
Pap.  (2008‑09) 2006. Available from: http://www.papers.
ssrn.com/sol3/papers.cfm?abstract_id=1755099.  [Last 
cited on 2015 Jun 22].

10.	 Irudaya Rajan  S. Internal Migration and Youth in India: 
Main Features, Trends and Emerging Challenges. New Delhi: 
United  Nations Educational, Scientific and Cultural 
Organization; 2013. p. 36.

11.	 Shah AM. Changes in the family and the elderly. Econ Polit 
Wkly 1999; 34:1179‑82.

12.	 Mahajan  A, Ray  A. The Indian elder: Factors affecting 
geriatric care in India. Glob J Med Public Health 2013;2:1‑5.

13.	 Jeyalakshmi S, Chakrabarti  S, Gupta N. Situation Analysis 
of the Elderly in India. Central Statistics Office, Ministry of 
Statistics & Programme Implementation, Government of India; 
2011. Available from: http://www.mospi.nic.in/mospi_new/
upload/elderly_in_india.pdf. [Last cited on 2015 Jun 24].

14.	 Soneja  S. Elder Abuse in India. Rep World Health 
Organization; 2001. Available from: http://www.who.
int/entity/ageing/projects/elder_abuse/alc_ea_ind.
pdf?ua=1. [Last cited on 2015 Jun 23].

15.	 Mishra AJ, Patel AB. Crimes against the elderly in India: 
A content analysis on factors causing fear of crime. Int J 
Crim Justice Sci 2013;8:13.

16.	 Mathur A. Contemporary Issues in the Health of the Elderly. 
Apiindia; 2007. p.  38–43. Available from: http://www.
apiindia.org/pdf/medicine_update_2007/7.pdf. [Last cited 
on 2015 Jul 05].

17.	 Peasah SK, Purakayastha DR, Koul PA, Dawood FS, Saha S, 
Amarchand R, et al. The cost of acute respiratory infections 
in Northern India: A multi‑site study. BMC Public Health 
2015;15:330.

18.	 Sood R. The problem of geriatric tuberculosis. J Indian Acad 
Clin Med 2000;5:157.

19.	 Alvarez S, Shell C, Berk SL. Pulmonary tuberculosis in elderly 
men. Am J Med 1987;82:602‑6.



Paul and Asirvatham: Geriatric care in India

Journal of Family Medicine and Primary Care	 247	 April 2016  :  Volume 5  :  Issue 2

20.	 Tayde P, Kumar S. Chronic obstructive pulmonary disease 
in the elderly: Evaluation and management. Asian J Gerontol 
Geriatr 2013;8:90‑7.

21.	 Kesavadev  JD, Short  KR, Nair  KS. Diabetes in old 
age: An emerging epidemic. J  Assoc Physicians India 
2003;51:1083‑94.

22.	 Gupta HL, Yadav M, Sundarka MK, Talwar V, Saini M, Garg P. 
A study of prevalence of health problems in asymptomatic 
elderly individuals in Delhi. J  Assoc Physicians India 
2002;50:792‑5.

23.	 Rao PV, Ushabala P, Seshiah V, Ahuja MM, Mather HM. The 
Eluru survey: Prevalence of known diabetes in a rural Indian 
population. Diabetes Res Clin Pract 1989;7:29‑31.

24.	 National High Blood Pressure Education Program Working 
Group  Report on Hypertension in the Elderly. National 
High Blood Pressure Education Program Working Group. 
Hypertension 1994;23:275‑85.

25.	 Hypertension Study Group. Prevalence, awareness, 
treatment and control of hypertension among the elderly 
in Bangladesh and India: A multicentre study. Bull World 
Health Organ 2001;79:490‑500.

26.	 Chinnakali P, Mohan B, Upadhyay RP, Singh AK, Srivastava R, 
Yadav K. Hypertension in the elderly: Prevalence and health 
seeking behavior. N Am J Med Sci 2012;4:558‑62.

27.	 Chauhan S, Aeri BT. Prevalence of cardiovascular disease 
in India and it is economic impact‑a review. Int J Sci Res 
Public 2013;3:1‑5.

28.	 Paul  SS, Abraham  VJ. How healthy is our geriatric 
population? A community‑based cross‑sectional study. 
J Family Med Prim Care 2015;4:221‑5.

29.	 Raina P, Wong M, Massfeller H. The relationship between 
sensory impairment and functional independence among 
elderly. BMC Geriatr 2004;4:3.

30.	 Loh KY, Ogle J. Age related visual impairment in the elderly. 
Med J Malaysia 2004;59:562‑8.

31.	 Ministry of Social Justice and Empowerment. National Policy 
on Older Persons. Government of India. Available from: 
http://www.socialjustice.nic.in/hindi/pdf/npopcomplete.
pdf. [Last cited on 2015 Jul 06].

32.	 An Integrated Programme for Older Persons  (Revised 
Scheme Effective from 01.04.2008). NGO’s Schemes: 
Ministry of Social Justice and Empowerment, Government of 
India; 2008. p. 4. Available from: http://www.socialjustice.
nic.in/ipop.php?pageid=4. [Last cited on 2015 Jul 06].

33.	 Jarden  ME, Jarden  JO. Social and Health‑Care Policy for 
the Elderly in Denmark. Available from: http://www.
globalaging.org/elderrights/world/densocialhealthcare.
htm. [Last cited on 2015 Jul 08].

34.	 Department of Health. Available from: https://www.gov.uk/
government/uploads/system/uploads/attachment_data/
file/198033/National_Service_Framework_for_Older_
People.pdf. [Last cited on 2015 Jul 09].

35.	 Bertera EM. Social services for the aged in Cuba. Int Soc 
Work 2003;46:313‑21.


